Indeed, until very recently, this was an excellent question because most surgeons around the globe did not care. Even those of us with a special interest in trauma regarded mass casualty incidents and disasters as lowfrequency catastrophes that always happen far away. Disaster drills were a nuisance, mostly viewed as unnecessary paperwork exercises. We looked upon disaster preparedness as an administrative headache that has do with streamlining the flow of a large number of patients through the emergency room in some kind of "doomsday scenario". We assumed that we will be dealing with typical trauma patients that we already knew how to manage. In fact, nothing could be further from the truth, and we are now dealing with the consequences of our apathy and complacency of past years as we try to "catch up" with the distinct body of knowledge and experience necessary to confront the very real threats that face us.
Even though many developed nations, especially the United States, have been relatively spared terroristrelated disasters in the past, their occu rrence has gradually increased over the years. In the U.S. alone, there were several thousand terrorist bombing events in the decade of the1990's, most of them small-scale and largely forgotten, but resulting nonetheless in over 400 deaths and hundreds of injuries. Some of the larger events, such as the 1993 bombing of the World Trade Center in New York City, the 1995 Oklahoma City bombing, the 1996 bombing at the Centennial Olympics in Atlanta, temporarily motivated us to become involved in disaster planning and management. However, we continued to lose interest after each event, and refused to learn how to cope with the medical consequences of these devastating tragedies. Even after 3000 deaths, several hundred injuries and the huge property losses and emotional shock resulting from the 9/11 attacks on New York and Washington, D.C., interest and motivation are again showing signs of waning.
However, these attacks made it clear to us all that urban terrorism hits indiscriminately across the globe, and that regardless of where we are or what we do in daily practice, we may find ourselves one day facing a stream of hysterically screaming bloodied casualties from an urban bombing in our own hospital. At the same time, a series of recent natural disasters have captured global attention for the huge devastation they created. The tsunami in south -east Asia (December 2004) led to very commendable relief efforts by Scandinavian surgeons. On the other hand, Hurricane Katrina, which devastated New Orleans (August 2005), focused much public attention on the woefully inadequate disaster response at all levels in the USA.
We continue to get caught by surprise with our half-hearted attempts to continually plan for the last disaster, rather than proactively plan and prepare for any form of mass casualty event that may occur. To do this successfully requires the imagination to create a flexible response that can adapt to any of the unique elements that every disaster involves, while incorporating the many basic principles that all disasters have in common.
Surgeons are now called upon to play leadership roles in disaster preparedness and planning in their institutions, because history teaches us that most disasters involve casualties with bodily injury which surgeons are best trained to evaluate and treat. Disasters also require rapid decision-making and prioritization, and the management of multiple patients all at once, things that surgeons (and especially trauma surgeons) do routinely and well, albeit on a smaller scale.
All of us must now roll up our sleeves and make a lasting commitment to education, training and research in this field of disaster medicine. We must learn that disasters are quite different from the daily management of patients, that a new mindset and approach are necessary to maximize casualty outcomes. We must understand that the nature of the injuries that typically occur in this setting may be quite different from those we routinely manage. We must also appreciate that medical efforts constitute only a small part of the overall response to major disasters, and that we must understand how our part integrates into the whole response.
What is our role as surgeons in our hospital disaster plan? We know that a heavy casualty load has an adverse effect on the quality of trauma care given to individual patients, because many casualties are competing for limited hospital trauma assets. Amid the chaos and emotional turmoil of a mass casualty disaster we should not lose sight of our primary goal as trauma surgeons: to provide critically injured patients with a level of care comparable to the care given to similar patients under normal circumstances. In other words, our job is to preserve the trauma service line of the hospital, the service line that is our direct responsibility during normal daily operations and our field of expertise. From the trauma care perspective, the stream of casualties we are facing in a disaster always contains a minority of critical patients requiring a high level of trauma care immersed within a much larger group of less severe casualties, who can tolerate delays and some degree of suboptimal care. The essence of the hospital response is temporarily diverting trauma assets from these less severe casualties in order to save the critical few.
From the trauma care perspective, successfully coping with an urban bombing incident does not mean streamlining the flow of 60 or 80 casualties, but rather providing high-quality trauma care to 6 or 8 critical (but salvageable) patients. In large-scale incidents that overwhelm the hospital, the dedicated trauma service line will gradually fail despite our best efforts -but such catastrophes are very rare and should not divert our attention from our role in the great majority of mass casualty incidents that are limited in scope.
This special issue, through a series of invited papers, presents an overview of the medical response to mass casualty disasters from the clinical surgeon's perspective. The contributors are all surgeons with a special interest and personal first-hand experience in disaster preparedness and management. Their contributions reflect their longstanding commitment to, and expertise in, the various aspects of mass casualty disasters. They also serve to emphasize the crucial leadership role that surgeons must play in such events. We hope that you, the reader, will find the issue not only interesting reading but also of practical value in providing the information that will help you to become actively involved in these e fforts in your own institution and community. Most importantly, we hope to impart our enthusiasm for this field, and to motivate our surgical colleagues around the world to meet and prevail over the daunting challenges that await us.
